N Adult mortality in certain parts of Africa (south of the Sahara) is higher than 30 years ago. Only 1% of those infected with HIV and AIDS in this area receive antiretroviral therapy.
N If the UN millennium goals are to be reached globally, increased efforts will be required from both the rich countries and the developing countries. A World Health Organization (WHO) report makes clear the necessity to invest in health to improve economic development and combat poverty.
N Life expectancy is increasing steadily in the EU countries. In the countries that were EU members before 1 May 2004, however, average life expectancy is considerably higher than in the countries that acceded to the Union on that date. In the former Soviet Union countries, average life expectancy declined sharply in the early 1990s. The Baltic states have subsequently had a relatively positive development.
N Infant mortality is decreasing all over Europe but it is still very much higher in the former Soviet countries than in the EU.
N In a number of European countries, women's life expectancy increased more quickly than in Sweden during the past ten years.
Global health development
According to the World Health Organization's (WHO's) World Health Report 2004 [1] world life expectancy at birth increased by almost 20 years between 1950 and 2002 -from 46.5 years to 65.2 years. However, there are large differences between countries. While mortality is increasing in countries that have had a high life expectancy at birth for some time, it is decreasing in several countries where it was already low. More than 60% of all deaths in the industrialized countries occur after the age of 70, compared with about 30% in the developing countries.
Almost one-fifth of deaths in 2002 were of children under 5 years -10.5 million of 57 million deaths. More than 98% of these children were in the developing countries. However, a great improvement has taken place since 1970 when more than a total of 17 million children died. The number of children crippled by polio has also declined, from around 35,000 in 1988 to around 1,900 in 2003, a major success. In 2002 there was polio only in seven countries compared with at least 125 previously.
Adults' health is improving more slowly than formerly, and the disease panorama is growing more and more complex. Of the 45 million deaths in 2002 among adults (15 years or older) close to 75% were caused by non-communicable diseases, and about 10% by injury. Almost three-quarters of those who died of injuries were men, who in relation to women have a great excess risk of dying from traffic injuries, acts of war and other violence.
World disease panorama changed
Today almost four times as many deaths are caused by non-communicable diseases as by communicable diseases, mother or infant deaths in connection with birth (perinatal mortality) and deaths from malnutrition counted together. The disease group causing most deaths globally is cardiovascular diseases, which in 2002 caused 16.7 million (just over 29%) of all deaths [2] . AIDS is the infectious disease that is causing most deaths among adults.
When infectious diseases can be mastered in societies frequently afflicted by famine and epidemics, mortality also declines and life expectancy increases. But with improved living conditions and changed living habits, non-communicable diseases such as diabetes, cardiovascular diseases and cancer grow increasingly common. Obesity and tobacco smoking also follow in the wake of increasing welfare. This process, termed epidemiological transition, is reflected in the disease pattern in different parts of the world.
In the most highly developed regions, communicable diseases, maternal death and undernourishment contribute only 5% to the total burden of disease among adults over 15 years. In the developing regions with high mortality, though, the proportion can rise to 40%; while in parts of Africa communicable diseases can represent up to 50-60% of the total disease burden, chiefly through the HIV and AIDS epidemic.
Health gap greatest between the very poorest countries and all others
The large gap in life expectancy at birth in the 1950s between the developed countries and the developing countries has now been replaced by a gap between the very poorest countries and all other countries. The gaps are widening between countries in, predominantly, Africa and the former Soviet Union which have the very highest mortality, and other countries. Throughout the world poor and undernourished children are running a greater risk of dying than formerly, and the gap between children in the very poorest countries and children in other countries is widening. South of the Sahara where approximately one-third of Africa's children live, child mortality was higher in 2003 than in 1990. WHO consider it very disquieting that survival possibilities in Africa have deteriorated so much that adult mortality in parts of Africa south of the Sahara is now higher than 30 years ago. In Botswana, Lesotho, Swaziland and Zimbabwe, HIV and AIDS have reduced life expectancy at birth by more than 20 years. Most of the countries that were poorer in 2000 than in 1990 are in Africa south of the Sahara.
Mortality from untreated AIDS is almost 100%. In certain areas the spread of HIV is a disaster which has economic consequences as well as human. The World Bank predicts a total economic collapse in southern Africa, the worst affected region, within three generations unless the epidemic can be mastered [3] . In Africa south of the Sahara only 1% of those infected with HIV and AIDS are receiving antiretroviral therapy.
The social consequences of having millions of parentless children are unforeseeable, and the effects are also unemployment, social exclusion, violence and armed conflicts. Health staff despair when treatment cannot be offered owing to shortage of medicines [4] . In Asia the largest increase in HIV is taking place in India and Thailand, but in China, too, the development is worrying, as indeed it is in Europe, chiefly Russia and in the Baltic states. 
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Health development in Europe not unambiguous
Life expectancy at birth in 2002 in the 52 countries of the WHO European region was 70 years for men and 78 years for women. 1 The differences between countries, however, are large particularly between eastern and western Europe [8] . It will be seen from Figure 4 :1 that average life expectancy has increased constantly in the European Union (EU) countries. The level in the countries (EU 15) that were EU members before 1 May 2004, however, is considerably higher than in the 10 new countries that acceded to the Union at that point. Men's life expectancy in EU 15 is on average six years longer and women's four years longer than in the 10 new EU countries.
At the same time there emerges a picture of a negative development during predominantly the first years of the 1990s in the countries of the former Soviet Union. Life expectancy at birth in these countries remained relatively unchanged during the 1980s if somewhat lower than that in the EU countries. After the dissolution of the Soviet Union in 1989 and the ensuing extensive social crisis, however, life expectancy has declined, particularly among men. This is mainly because mortality from cardiovascular diseases and injuries has increased, an
The UN millennium development goals
The UN millennium declaration of 2000 [5] specifies eight time-limited goals for world development. These concern combating poverty, famine and environmental destruction, infant mortality, maternal mortality, sex discrimination and HIV/AIDS, malaria and other diseases.
Three of the eight overall goals relate directly to health and the others indirectly.
The millennium goals are intended to help governments, inter-state bodies and individual organizations to focus on a few, clearly defined, time-limited and measurable goals. They are also intended for use in information, education and opinion-forming operations directed to a broader public.
The eight overall goals are:
1. Eradicate extreme poverty and hunger Between 1990 and 2015 the proportion of people living on less than one dollar per day is to be halved. At the same time the proportion suffering from hunger is to be halved.
Achieve universal primary education by 2015
All girls and boys are to receive primary education by 2015 at the latest.
Promote gender equality and empower women
Gender-based educational disparity is to be eliminated preferably by 2005, but not later than 2015.
Reduce child mortality
Mortality among infants under five years is to decrease by two-thirds by 2015.
Improve maternal health
Maternal mortality is to be reduced by threequarters by 2015.
Combat HIV/AIDS, malaria and other diseases
The spread of HIV and AIDS, malaria and other diseases is to be halted before 2015.
Ensure environmentally sustainability
The proportion of people without access to pure water is to be halved before 2015. Living conditions for at least 100 million slum dwellers are to be improved before 2020.
Develop a global partnership for development
An open, fair and non discriminatory trade and finance system is to be developed. The needs of the least developed countries are to be taken into account. Aid is to be increased to 0.7% of gross national income (BNI).
The millennium goals have received full support from practically all the world's governments and from the United Nations Organization and the World Bank. The objectives are followed up annually through the UN development programme (UNDP) and by the individual countries. The World Health Report 2003 [2] notes that the millennium goals will not be achieved globally without substantially increased resources from both the rich countries and from the developing countries. The outcome will then be much inferior to what is expected in some of the poorest countries.
December 2001 saw a WHO report [6] in which the significance of health for economic development throughout the world was stressedan issue also raised earlier by the World Bank [3, 7] . The view of health as a direct consequence of economic development is accepted, but not realization of the necessity to invest in health for economic development and to combat poverty. The report presents a strategy for how poverty is to be reduced in the poorest countries, chiefly through investment in health care and preventive measures. increase caused partly by the sharp increase in alcohol consumption, in particular in Russia. The difference in life expectancy in 2002 between Swedish men and men in the former Soviet states is as much as 16 years, among women 10 years.
It is thought-provoking that revolutionary events that entail economic decline, unemployment etc. in society can very rapidly have serious consequences for health and mortality.
The three Baltic states Estonia, Latvia and Lithuania have seen good economic development compared with the other former Soviet Union countries. This is reflected in the fact that life expectancy in these three countries has also, relatively speaking, developed very positively since the 1994 low (not shown in figure) , particularly for men. Their life expectancy at birth in 1994 was on average approximately the same as in the rest of the former Soviet Union but increased up to 2002 by 6-10%, as against 2% in the rest of the former Soviet Union. Women's life expectancy in 1994 was approximately 2% higher in the Baltic states than in the other former Soviet states. During the same period it increased by about 5%, compared with 2% in the rest of the former Soviet Union.
Infant mortality shows correspondingly large differences, but the trend decreased sharply in all areas throughout the period (Figure 4:2) . About five infants per 1,000 live births died in Western Europe (EU 15); somewhat more in the new EU countries and three times as many in the former Soviet countries. These countries have not yet reached the level Sweden had in 1970. The social crisis after the collapse of the Soviet Union is thus also evident in the infant mortality graph, although less clearly.
Swedish women's life expectancy has fallen behind
It is more appropriate to compare health development in Sweden with that in European countries, which also enjoy high life expectancy and very low child and adult mortality, than with that in developing countries in other parts of the world.
In many European countries development has recently been more favourable than in Sweden, particularly among women. Here comparison is made with the countries that belonged to the EU before 1 May 2004; but to some extent it also shows how the health position in the EU has changed in connection with the expansion of 2004. Table 4 :1 shows that there are great differences in average life expectancy between different countries, particularly among men.
Life expectancy at birth has increased since the 1970s both in Sweden and in the 15 earlier EU countries. Development of life expectancy in some of these countries is shown in Figure 4:3 .
During the greater part of this period Swedish men had the highest life expectancy of all men in these countries, the development following fairly well the average for the 15 countries. In some other countries -e.g. Portugal, Austria and Italyimprovement has been faster but has not yet reached Sweden's level. Italy is closest. The slowest In Denmark and the Netherlands, life expectancy among women developed less well than the EU average in recent years (Figure 4 :3) and here, tobacco smoking appears as a substantial explanation of the comparatively unfavourable development. Danish women in particular are smokers more often than women in other European countries and they adopted the smoking habit earlier, too.
Big national differences in mortality patterns
Total mortality has the same pattern as life expectancy, but the other way round; with dramatic changes in the former Soviet countries. In the EU, total mortality is declining (Figure 4:4) . Regarding single causes of death, the main changes in the former Soviet sphere are that deaths from injuries have increased and that there has been a sudden increase in mortality from cardiovascular diseases in middle age [8] .
Mortality from the largest causes of death differs greatly among the European countries (Figure 4:5) . Overall, about half of all deaths are caused by cardiovascular diseases. These diseases' proportion of total mortality, however, varies between countries -from about 30% in the western part of the region to about 60% in many of the eastern countries.
Cancer diseases are responsible for about 20% of total European mortality -in the western parts for nearly 30%, but only 10% in the eastern parts.
Injuries and poisoning are responsible for 9% of total mortality in Europe but for 6% in the west against 12% in the east.
Mortality from many causes of death has declined in most of the countries as seen in Figure 4 :5 but it has also increased in several. Mortality from cardiovascular diseases is declining among men in all the 15 countries of the former EU (EU before May 2004) except for Greece, and most in the countries that, like Sweden, earlier had the highest mortality from heart conditions. Mortality from cardiovascular diseases is higher than the 15-country average in northerly countries such as Finland, Sweden, Denmark, Great Britain and Ireland and lower principally in the Mediterranean countries. The same country groupings are found for women but at a lower level. The new EU countries have not seen such positive development of cardiovascular mortality as the earlier EU members have, and at the beginning of the 2000s the average level in the new countries was considerably higher than in the old. 
